The perception of primary care physicians of the ability to in¯uence the lifestyle and eating habits of patients is an important factor in nutrition guidance practices. This perception is based on assumptions about the kind of in¯uencing process that is effective or not and on the capacity of primary care physicians to play an effective role in these processes. The ®rst elements is dealt with in this article.
Introduction
As Hiddink et al, (1999) have shown, four predisposing factors play a major role in nutrition guidance practices. Of these factors the ®rst relates to the perception of the ability of primary care physicians to in¯uence the life style and eating habits of patients with health problems (Hiddink et al, 1999) .
This perception is based on certain assumptions about (a) what kind of in¯uencing process is effective and about (b) the capacity of primary care physicians to play an effective role in these processes. The distinction between these two aspects deserves our attention, for if one primary care physician thinks that he is quite effective in his role as communicator, the other can maintain that his colleague misunderstands the essence of in¯uencing food habits. He is`effective', but in the wrong model.
One could wonder whether by reality-testing an adequate measure for effective and not effective approaches could be developed. Unfortunately, this measure is not easily to be found. Reality is often very complex and diverse. People differ, their diseases differ, their food habits differ, their social context, and so on. It is like teaching. We teach for centuries, but there is no such thing like a ideal teaching model (Bligh, 1977) . Most of the teachers, including myself, think they are effective teachers, effective in their own teaching model.
I will treat some of the most outspoken models in the interaction between primary care physicians and their clients. I think that conscious re¯ection on the assumptions behind our own (often implicit) model is the corner stone for a more effective strategy. Our mental models have to be deconstructed and rebuilt on better ground.
I will make a distinction between three models: The ®rst model is the prescription model, based on a medical optimum and on information transfer as a metaphor. The client really`gets' his message. The assumption is that this transfer is a suf®cient cause for another behaviour.
The second model is called the persuasion model. It is based on a medical optimum, but presupposes blockades or intervening factors on the side of the client, so that a clear cut`dry' message will not do the job. Furthermore, it is based on the idea of attitude change, as the result of well chosen messages, adapted to the client, and on the assumption that attitude change leads to behaviour change.
The third model has got the name interaction model. Here, the idea is that by sharing information the primary care physician learns from the client, about the causes of a certain disease as well as about viable solutions in a speci®c situation, but also the other way around: the client learns about hisaher disease and how to become healthy. The idea is that not a medical but an effectivity optimum will serve as a starting point for action. This effectivity optimum is the result of this interaction. Moreover, interaction could improve the involvement of the client with the entire process.
These models could serve as models for re¯ection for individual physicians. Where do they stand? Probably, we have to treat the models as Ideal types. A single contact in the consultation room of a primary care physician has some characteristics of the three types. An individual primary care physician will have a repertoire, which stretches out, at least to a certain extent, towards all these three types. Yet, we will see preferences and habits, centered around a point in the triangle of these three types.
Visions on communication
Behind these three models we can perceive different views on communication and on the possible effects of it. These visions explain to a large extent the existing practices.
In the prescription model the basic view on communication is worded in de®nitions like: a sender transfers a message via a medium to a receiver in order to create an effect that can be evaluated by using feedback (McQuail & Windahl, 1993 : pp 13 ± 15). The effect of communication is the direct result of sending messages. It is what's left from the decoding process at the part of the receiver. Of course, the sender has to have in mind certain characteristics of the receiver. For instance he has to express him or herself in an understandable way. Generally spoken, this approach has a strong cognitive element.
In the persuasion model there is more room for typical fostering or hindering factors that interfere with the communication process. Existing attitudes, the relationship between the two participants, the social environment, they all play a role (McQuail & Windahl, 1993 : pp 58 ± 61). Communication is seen as inherently problematic: there is a lot of selection and interpretation that results in distortion, unless the communicator is fully aware of these factors and is able to handle them (O' Keefe, 1990 ). The approach is no longer cognitive. Emotions and other nonrational aspects are taken into account.
In the interactive model the basic idea about communication is before everything its two-sidedness. The roles of sender and receiver are interchangeable (McQuail & Windahl, 1993: pp 19 ± 20) . Both parties have their own knowledge, but also their own perspective with which they frame or construct their reality. It is just by talking that they are able to understand each other's rationalities and to make a common plan, that ®ts the speci®c situation. Both parties have to learn, in the broad sense of the word.
Visons on knowledge
In the ®rst model knowledge is handled as a commodity that can be transferred from the one to the other. It has an objective quality and stands for its own. It is based on medical research on the problem and on the best solutions. It is Ð in its ideal form Ð undebatable.
In the second model knowledge has a much freer position. It is accepted that subjective aspects in knowledge-transfer play an important role. Knowledge is linked to trustworthiness, to emotions, to social acceptance. Arguments can have their value, certainly, and the elaboration of arguments by the receiver can enhance a durable attitude change, a better resistance to contra-information and to make behavioural change more predictable (Petty & Cacioppo, 1986) . However, there is another route to attitude change, based on heuristics like reliability or anxiety. If people are not really involved, this second route is much more probable than the ®rst.
In the third model knowledge is seen as subjective, not transferable, but moreover, other aspects of knowledge are underlined, for instance implicit knowledge, assumptions about what is important or not, how the human body functions, what is a healthy lifestyle and so on. Lay knowledge is getting a more prominent place: what normal people think about healthy food, how they discuss food issues, how they deal or cope with the information from different sources. In general: how people act as independent and knowledgeable individuals. We can look at lay knowledge as the realm of all kinds of nonsense and biased information. This viewpoint is understandable, but not always right. People are experimenting with health and food and in this way they get useful information. Moreover, they read journals, they use the Internet, they see experts on television. Their thinking and reasoning probably is to be taken more seriously than most primary care physicians do.
Circumstances: the meaning of food In order to understand the appropriateness of these three models we have to look at the circumstances of foodrelated behaviour.
What becomes more and more evident is the strong psychological, social and cultural meaning of food. There is a growing attention from the side of the social sciences on food habits. For instance, it is a growing specialism in anthropology (Counihan & Esterik, 1997) .
From a psychological point of view we have to accept the different criteria with which people evaluate food. People eat for very instrumental reasons (hunger, health) but also for quite other, more hedonistic grati®cations: to please oneself, to make life more exciting, to reward oneself after daily work, etc. Taste, appearance, variety, these are important factors in our choices, that cannot be denied easily.
From a sociological point of view food habits are related to the interaction around the food table, but also to processes like those to set a social identity (Turner, 1991) . For instance the Mediterranean cooking style is popular in certain layers of the population (the better educated) and is correlated with other cultural preferences in the same realm: holidays, a re®ned taste (at least the suggestion of it) and so on. Groups of foreign people take with them their food habits which they preserve as symbolic elements in their social life.
In practice, food consumption is based on many of these factors, of which the health argument is only one. For instance, the resistance against food that is produced by means of biotechnology has a strong cultural element. For many people it is`unnatural'.
The primary care physisian who likes to act according to the persuasion model and certainly according to the interaction model has to deal with these factors in order to be effective. His advice is not adaptable, unless it ®ts the situation of the client. This means at least a basic understanding of some of these social scienti®c research ®ndings. This is obvious in the case of typical food diseases, like anorexia or obesity. For instance he must know that anorexia is related to the desire for autonomy and control, which very often has its roots in child-parent relationships. But also in more normal situations, he has to get an idea how food behaviour is integrated in the life of the client and what this means. Take the subject of breastfeeding Psychological, social, cultural and even economic factors are interfering with the medical or health factors in such topics.
Especially in the interaction model an effective contact is not possible without a broad understanding of these factors.
Circumstances: the informational context
Another important environmental aspect is the way people deal with food-related information from different sources. The main source probably is the direct social network in which the client is living (and eating). This network greatly Nutrition guidance by primary care physicians CMJ van Woerkum in¯uences his preferences but moreover affects the room for new and different food-related behaviours.
Other important sources are the media: television, radio, journals, and certainly the internet. The internet is extremely relevant for all food-related questions. There is a lot of attention on food, also on the health aspects of food, in the media. Here, the client can ®nd an enormous amount of information, from different information sources. Health organisations try to label the information, whether this information is reliable or not, and are opening special sites. This information is often ®ltered and used by people in their discussions about food. In this way the media set the agenda for certain topics.
The often con¯icting information can lead to confusion in the heads of some clients and can perhaps stimulate them to leave the whole thing there. So, it could mean a withdrawal from the ®eld of knowledge and learning. This could reinforce the tendency of clients to ask the primary care physicians for the ®nal answer, without too much elaboration.
However, the effect of the media boom on food issues probably is a client with more knowledge and more questions that heashe wants to discuss. This calls for an interactive approach. But, of course, the primary care physician has also to be willing to orient himaherself to this media-world and has to be able to discuss these items with the clients in an effective way.
What is effective? Viewed from the interaction model it is not effective to deny all rationality outside the well known academic circle. We still have to cope with many questions how to handle these ideas from abroad. For instance, in the Netherlands the`Montignac diet' got a lot of attention last year. Many clients were involved and eager to follow this strategy to slim in a culinary way. Many experts on food (scientists, dienticians) reacted very negatively. In an interaction model, such an attitude is not very helpful. But how to react then? We have to explore new communication strategies to deal with these media hypes.
Conclusion and discussion
Three models of communication between primary care physicians and clients have been discussed, the prescription model, the persuasion model and the interaction model. They are based on different underlying visions on communication and on knowledge. They are related to ongoing changes in society in psychological and social factors with regard to food behaviour and to the media system.
In general, and not only in the ®eld of food or health, the interactive model is getting more attention. Clients like to take a more active part in their relation with professionals. In the medical ®eld`informed consent' is a big factor that reinforces this movements. Also, the higher educational level and a growing awareness of one's own interest (`consumerism') plays a role.
The average primary care physician is not prepared to function in this model. He is not trained in the discussion technique that is called for, he is often unaware of the basic ®ndings of the social sciences.
Questions arise also whether it is possible to adapt an interactive approach in practice, given time restrictions. Besides of this, we have to admit that this is a new ®eld in which many things have to be developed.
